Objective: The aim of the study was to assess pelvic floor symptoms and attitudes in an ethnically diverse population.
U rinary incontinence is a common disorder that affects 25% to 45% of women 1 and has accompanying psychosocial and medical impacts with personal and societal costs. Despite these negative effects, less than half of women suffering from these symptoms seek care. 1, 2 Most studies of urinary incontinence have described predominately white populations and primarily have been conducted in North America, Australia, and Europe. 1, 3 The few studies examining urinary incontinence in other racial/ethnic groups have suggested a lower prevalence in these groups compared with whites and racial/ethnic differences in risk factors and symptoms. 1, [4] [5] [6] Two studies have reported a higher prevalence of urinary incontinence in white women compared with black women. 4, 6 A study by Bump et al 7 additionally found differing risk factors for incontinence between the 2 groups, a finding that has been supported in other studies. 4, 8 Similarly, a study by Mattox and Bhatia 9 found that Hispanic women were more likely to report stress urinary incontinence symptoms than white women; however, the incidence of this diagnosis after urogynecologic evaluation was similar between the 2 groups. In addition, racial/ethnic disparities have been shown in treatment patterns for urinary incontinence. 10, 11 These differences may in part be due to underreporting secondary to selection of study populations and/or cultural differences in attitudes toward urinary incontinence and patterns of care seeking.
There is a paucity of studies that examine possible ethnic and cultural differences in attitudes and awareness surrounding urinary incontinence and bladder symptoms and the willingness of women to speak with health care providers about these potentially sensitive issues. To effectively address the needs of an increasingly diverse patient population, it is important to assess differences in patients' understanding of urinary incontinence and healthy bladder habits.
Two clinics affiliated with our institution serve a diverse population of women, enabling us to explore differences in attitudes toward bladder health and treatment of urinary incontinence in an ethnically and racially diverse group. We aimed to evaluate attitudes toward bladder symptoms and urinary incontinence and the willingness to discuss this condition with health care providers among women in this population. We also wanted to explore whether potential differences in attitudes may help explain differences seen in the literature and suggest barriers to treatment for some women. This information could enable providers to better understand racial and cultural differences surrounding bladder symptoms and, in turn, aid in optimizing care
MATERIALS AND METHODS
We conducted a cross-sectional survey of women presenting to 2 ethnically diverse gynecology clinics affiliated with an academic tertiary care center from February 2012 through November 2012. One clinic was in a community health center and the other was based in the hospital. All nonpregnant women aged 18 years or older presenting for either an annual examination or specific gynecologic complaint were eligible. Before being seen by a provider, participants were asked to complete a self-administered, anonymous questionnaire. The questionnaire was pilot tested with residents, fellows, attending physicians, and nurses for readability. We attempted to phrase questions in a manner that was similar to other validated questionnaires, such as the Pelvic Floor Distress Inventory questionnaire and the Pelvic Pain and Urinary Urgency Frequency questionnaire; however, we developed our own questionnaire to elicit more information from survey respondents about their attitudes (Appendix A). Patients who were not fluent in English were given the option of an interpreter administering the questionnaire to them. The survey took approximately 10 minutes to complete and was offered to the patient either during the check-in process or when she was escorted to the examination room. Women who declined participation did not receive a questionnaire. Our institutional review board approved the study.
The questionnaire elicited basic demographic information including age, parity, annual income, primary language, educational level, and race/ethnicity. Women were then queried about bladder symptoms, the extent to which the symptoms bothered them, and their comfort level in discussing these topics with their provider. The final portion of the questionnaire asked women whether they agreed or disagreed with various statements regarding bladder and bowel function norms.
Data are presented as frequency (proportion) or median (interquartile range). There was no a priori sample size or power calculation. We used a convenience sample and aimed to obtain at least 300 surveys. Categorical data were compared using a χ 2 or Fisher exact test; ordinal and continuous data were compared with the Wilcoxon rank sum test. Odds ratios and 95% confidence intervals (CIs) were calculated using logistic regression. Potential confounders were considered for inclusion in the final model if they changed the odds ratio by more than 10%. All analyses were performed using SAS 9.3 (SAS Institute Inc., Cary, NC). All tests were 2 sided, and a P value less than 0.05 was considered statistically significant.
RESULTS
A total of 352 women completed the questionnaire. Five women did not report race or ethnicity and 35 reported a racial/ ethnic group other than white, African American, or Hispanic. These women were excluded from the analysis. The self-reported race/ethnicity of the remaining 312 women was 32.7% white, 50.3% African American, and 17.0% Hispanic; the median (interquartile range) age of the respondents was 34.0 (27.0-44.0) years. The groups differed with respect to most demographic characteristics, including being born outside of the United States, having a first language other than English, annual household income, and level of education (all P < 0.0001, Table 1 ).
The most common symptoms were nocturia (waking up more than 1 time during the night to urinate) and urinary frequency (urinating more than 8 times during the day). African American respondents and Hispanic respondents were similar to white respondents in their urinary symptoms, reporting similar prevalences of frequency, leakage, and pain with urination. However, African American respondents were more likely to report nocturia (39.5%) than white respondents (18.8%; odds ratio [OR], 2.8; 95% CI, 1.5-5.0). This difference remained after controlling for parity, age, and body mass index (OR, 2.4; 95% CI, 1.2-4.8). The prevalence of nocturia was similar between white and Hispanic respondents ( Table 2) .
When questioned about perception of normal urinary symptoms, more than half of respondents agreed or somewhat agreed that it is normal to leak urine as a woman ages (56.4%) and that it is normal to leak urine after having children (57.4%). Respondents' views of normal urinary function did not vary by race/ ethnicity with a few exceptions (Table 3 ). Both African American and Hispanic respondents were less likely than white respondents to agree that it is normal to leak urine after having children (OR, 0.50; 95% CI, 0.30-0.86 and OR, 0.21; 95% CI, 0.10-0.44, respectively). However, after controlling for parity, age, annual income, education, and being born in the United States, this only held true when comparing Hispanic with white respondents (OR, 0.28; 95% CI, 0.11-0.68). Most patients agreed that pelvic floor muscle exercises can help urinary symptoms (83.4%) and that there are good treatments for urinary leakage (88.1%). White women were more likely than African American respondents to agree with the statement that there are good treatments for urinary leakage. This did not hold true after controlling for parity, age, annual income, education, and being born in the United States (OR, 0.91; 95% CI, 0.33-2.6; Table 3 ).
Among the 150 women (48.1%) who had at least 1 urinary symptom (frequency, nocturia, leakage, or pain with urination), 46.7% reported that at least one of those symptoms bothered them, and this did not differ with respect to race/ethnicity (both P ≥ 0.59), place of birth (P = 0.54), or annual income (P = 0.68, data not shown). Nearly half of all women (48.0%) who had a urinary symptom stated that they would report their symptom to a provider. Although African American women were slightly more likely to report symptoms to a provider (50.6%) than white (42.9%) and Hispanic (48.8%) women, these differences were not statistically significant (both P ≥ 0.41). More than one third of women (34.0%) who had at least 1 urinary symptom wanted more information from their physicians about their urinary symptoms. Desire for information also did not differ when comparing white respondents with African American (P = 0.054) or Hispanic respondents (P = 0.10, data not shown).
DISCUSSION
Our data suggest that there are few significant differences between white, African American, and Hispanic respondents in symptoms, bother, and willingness to report their urinary symptoms to their providers. The 3 groups evaluated were similar in terms of symptom prevalence and bother, their perception of norms of urinary function, and their willingness to report symptoms to their physician. Some notable exceptions were that African American women were more likely to report having nocturia than white women, and Hispanic women were less likely than white women to agree that it is normal to leak urine after having children. It is difficult to ascertain whether these differences are the result of a relatively small sample size and geographic area or reflective of true differences among racial/ethnic groups.
Much of our understanding about pelvic floor disorders is based on research with predominately white populations. 5 Little is known about ethnically diverse or immigrant populations. Literature suggests racial/ethnic variations in incidences of pelvic floor disorders that do not correspond to the frequency with which women in those groups seek and obtain treatment. 6, 10, [12] [13] [14] [15] For instance, analysis of Medicare Public Use Files by Anger et al 10 found racial differences in frequency of diagnosis of stress urinary incontinence, frequency of slings used to manage that incontinence, and rate of postoperative complications. Similarly, Thom et al 14 found significant differences in rates of urinary incontinence when comparing white, black, Hispanic, and Asian women. Only an extremely small proportion of ambulatory procedures done for urinary incontinence are performed on African American women. 13 Our data suggest that there are fewer differences in attitudes regarding bladder symptoms than might be expected given the differences in reported prevalence of disorders and accessing care.
Although there have been several research studies examining differences between various racial/ethnic groups in terms of prevalence of disorders, presenting symptoms, and treatment practices, we are unaware of other reports on patient attitudes and willingness to report symptoms. [6] [7] [8] [9] 16 Our findings provide further evidence that more than half of patients do not report bladder symptoms to their health care providers.
There were several strengths to our study. Our study population had a substantial proportion of nonwhite respondents, allowing us to compare differences between groups. Further, our population was diverse in education and income level. Questionnaires were administered anonymously, which encouraged honest responses. We also offered interpreters for patients who did not speak English to allow for a greater diversity of participants.
Weaknesses of our study include the limited representation of certain ethnic groups, which prohibited us from including them in the analysis, in the case of Asian women, or limited our ability to detect potentially meaningful differences. Race/ethnicity was self-reported by participants; therefore, it is unclear how women of mixed races/ethnicities identified themselves. However, selfreport is preferable to provider-determined race/ethnicity. Women were invited to participate by multiple people on the health care team including front desk personnel, medical assistants, and nurses. For this reason, it is not clear how many eligible participants declined, and if those who declined differed from the patient population who did participate. Also, we only surveyed women who were seeking care; their attitudes toward bladder health may be different than women who did not seek care.
Our questionnaire was not validated. We created original questions to allow us to explore patient experience and perceptions of urinary symptoms and bother and their willingness to discuss these issues with their providers, allowing us to obtain more information regarding patient attitudes. The patient population surveyed was predominately younger than 40 years; older women may have different attitudes and comfort level with their provider, particularly given the increased prevalence of urinary symptoms in older women. We also did not record which clinic the questionnaires came from. Although it is possible that patients in the 2 clinics differed with regard to sociodemographic characteristics, we measured several of these potentially important variables and adjusted for them in our analyses.
Our data suggest that women of various races/ethnicities share similar bladder symptoms, willingness to report these symptoms to their provider, and attitudes surrounding bladder habits. If there are in fact fewer differences among racial and ethnic groups than previously thought, other factors that may be responsible for the reported disparities in treatment use among women of color should be investigated. 10, 12, 13 Possible influences could include socioeconomic factors, race-or ethnicity-specific barriers to accessing care, or other issues that have yet to be identified. To provide optimal care to all women suffering from urinary dysfunction, these issues should be explored and addressed, particularly because the racial and ethnic diversity in the United States continues to grow.
